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Abstract 

Objective: People with lived experience of eating disorders (ED) may be particularly vulnerable to the COVID‑19 
pandemic and associated public health response due to exasperating situations such as social isolation, presence of 
other mental and physical health conditions, disruptions to treatment, etc. This study investigates the association of 
the pandemic with ED symptomatology to consider impact and identify risk factors for clinical consideration.

Methods: Participants with self‑reported ED diagnosis and/or symptomatology over 16 years were invited to 
complete an online survey during the first months of the pandemic in Australia. Questions included history of ED, 
occurrence of co‑occurring mental health conditions, change in ED symptoms since the start of the pandemic, and 
validated measures of ED illness, state mental health and loneliness.

Results: Of 1723 participants (mode age 24.9 years, 91.6% identifying as female, EDE‑Q Global Score x = 4.08, 
SD = 1.18, 79.0% reporting co‑occurring mental health condition, predominantly obsessive–compulsive disorder and/
or anxiety), 88.0% reported an increase in body image concerns, 74.1% in food restriction, 66.2% binge eating and 
46.8% driven exercise during the pandemic. Increased ED symptomatology was associated with poorer state men‑
tal health (i.e., depression, anxiety, and stress) and loneliness across the ED symptom profile. Most participants were 
negatively impacted by various aspects of the public health response, more so for those with more acute ED illness as 
measured by the Eating Disorder Examination Questionnaire (EDE‑Q).

Conclusions: Associated with the COVID‑19 pandemic is a mental health crisis, particularly for those with a lived 
experience of an eating disorder. With 40.5% of participants not having sought formal diagnostic assessment and less 
than half in treatment, this study provides evidence for the detrimental impact of the pandemic on people with a 
lived experience of an eating disorder, especially for those not yet supported by the health care system.
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Introduction
The coronavirus disease 2019 (COVID-19) was declared 
a global pandemic in March 2020 by the World Health 
Organization and as of March 2021 had infected over 
117 million people and caused over 2.6 million deaths 
worldwide [1]. Along with chronic respiratory abnor-
malities, longer term health implications have already 
been reported including cardiovascular [2], renal, der-
matologic and neurological concerns [3]. Research on the 
impact of acute respiratory epidemics on vulnerable pop-
ulations have shown neuropsychiatric linkage between 
outbreaks and mental disorders [4].

The COVID-19 pandemic has similarities with past 
outbreaks in terms of global fear due to the virus itself, 
financial insecurity, and modern quarantine strategies 
such as mandatory lockdowns and ‘social distancing’ to 
curtail viral spread. Isolation significantly impacts mental 
health causing feelings of anxiety, depression, anger, and 
loneliness, with increased duration in quarantine directly 
associated with increased symptoms of Post-Traumatic 
Stress Disorder [5]. Following early warnings from the 
United Nations about a pandemic-associated mental 
health crisis [6], population-wide mental health con-
cerns have been reported including a twofold increase in 
anxiety disorders, a threefold increase in major depres-
sive disorders and suicide risk, and significant increases 
in binge drinking [7]. While all communities have been 
impacted socially, financially and psychologically, the 
pandemic may have significant impact on those most vul-
nerable, such as people with pre-existing mental health 
illnesses [8], especially people with lived experience of 
eating disorders [9].

Eating Disorders (ED) are a range of complex psycho-
logical disorders which can lead to significant physi-
cal and psychological impairment and are associated 
with high rates of mortality and low rates of detection 
and intervention [10–13]. Among the EDs, Anorexia 
Nervosa has the highest reported mortality rate of any 

psychological illness [14], with approximately 12 times 
greater risk of death and 57 times greater risk of suicide 
as compared to peers [13, 15]. Due to the high level of 
impairment, chronic health consequence and mortality, 
people with an ED warrant considered attention during 
this pandemic.

People with a lived experience of an ED may be par-
ticularly vulnerable due to the impact social isolation and 
loneliness can have on the illness [16]. People with EDs 
have a complex relationship with food, so issues around 
food shortages and stock-pilling experienced at the pan-
icked start of lockdowns can lead to worsening symp-
toms [9]. As compulsive exercise is a common feature 
and coping strategy in ED’s, closures of health and fitness 
centres can trigger ED symptoms such as binge-eating, 
purging, body image concern, excessive exercise and diet 
pill misuse [17]. Due to the high co-occurrence of con-
tamination fears and obsessive–compulsive symptoma-
tology with EDs [18], fear of disease contamination and 
increased hygiene measures may also exasperate anxiety 
and ED symptoms [19]. Research from the early months 
of the pandemic reported a significant increase in symp-
toms across all ED diagnoses [20], reactivation of symp-
toms [21], significant increase in hospital admission for 
children [22], and interference with the recovery process 
[23]. As this pandemic moves from initial crisis to more 
sustained change in our way of life, it is crucial to under-
stand potential consequences of this pervasive experi-
ence for those in our community most at risk, especially 
for those with pre-existing mental and physical health 
concerns, such as for those with a lived experience of eat-
ing disorders.

This study aims to better understand the pandemic 
experience for individuals experiencing eating disorder 
symptomatology within the community to identify risk 
factors and to refine clinical understanding. Primarily, it 
is hypothesised that the COVID-19 pandemic and asso-
ciated public health response, while necessary, have had 

Plain English summary 

This study investigates the impact of the COVID‑19 pandemic and associated public health response on people with 
a self‑reported lived experience of eating disorders across Australia. A nation‑wide online survey of 1723 participants 
aged 16–80 years indicated eating disorders symptoms increased globally including body image concern (for 88% of 
participants), food restriction (74%) and binge eating (66%), especially for those reporting more acute eating disorder 
illness, poorer mental health (including depression, anxiety, and stress) and experience of loneliness. Albeit necessary, 
several pandemic experiences were identified as being particularly associated with more acute eating disorder illness 
such as changes in daily routine, social media reactions, restricted access to support people, and changes to treat‑
ment. As less than half of the participants were in treatment at assessment and over 40% had never sought formal 
diagnosis or treatment, this study highlights the prevalence of unidentified and unsupported people in the com‑
munity experiencing increase eating disorder symptoms during this pandemic and the need for clinical awareness in 
general medical and mental health practice.
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a detrimental impact on the mental health of people with 
an ED, especially for those with a higher level of illness. 
Secondarily, it is hypothesised that those with co-occur-
ring mental health conditions, those experiencing higher 
levels of depression, anxiety and/or stress, those experi-
encing loneliness, and/or those not actively engaged in 
treatment during the pandemic will be more negatively 
impacted, reporting worsening ED symptoms. This was 
an online community survey to investigate the impact 
the COVID-19 pandemic has had on people with a lived 
experience of an eating disorder.

Method
Design and setting
This was a national cross-sectional survey of people 
16  years and over with diagnosis of an eating disorder 
(ED) or experiences of ED symptomatology in Aus-
tralia. A survey design, delivered by a secure online 
platform REDCap (Research Electronic Data Capture) 
[24] was chosen due to reach, cost-effectiveness and as 
a safe mode of delivery during public health orders, with 
recruitment open July to October 2020 during the second 
significant wave of cases and widespread public health 
lockdowns. The online survey was promoted within men-
tal and general health sectors, via social media advertis-
ing and national media coverage. The estimated time to 
complete the survey was 20  min and was only offered 
in the English language. All participants who completed 
were entered into a draw to win one of two shopping 
vouchers worth AUD100 (< 0.001 probability) as a reten-
tion strategy. Collected data was deidentified and stored 
in a secure network data management system compliant 
with University Research Data Management Policy.

This study was approved by the Human Ethics Review 
Committee (Royal Prince Alfred Hospital Zone) of the 
Sydney Local Health District, Australia, protocol num-
ber X20-0181. This study did not receive external fund-
ing, rather it was conducted by the research team from 
the InsideOut Institute, University of Sydney, due to the 
unprecedented opportunity and recognised need.
Participants
Anyone with a self-reported current or previous clinical 
diagnosis of an eating disorder [25] or self-reported ED 
symptom was invited to participate, with an original goal 
of 1000 participants representing the community. There 
were no exclusion criteria. Participants gave informed 
consent and could cease or withdraw at any time. The 
cohort was drawn nationwide with representation from 
all states and territories, all under restrictions mandated 
by the Australian Government Department of Health for 
the duration of the study.

Australia’s COVID‑19 public health response
From March 2020 with some easement of measures start-
ing in October 2020, Australian borders were closed to 
all non-residents, with returning residents required to 
spend two weeks in supervised quarantine hotels, all 
state and territory borders were closed within Australia, 
and social distancing rules were in place. After a surge of 
cases in March 2020, public health measures saw a sig-
nificant reduction in cases to less than 20 per day by the 
end of April, and Australia had essentially eradicated the 
virus by November 2020, excepting quickly contained 
local outbreaks. As of March 2021, Australia has had 
29,000 COVID-19 cases with 909 deaths [26]. Forty-five 
percent of the study cohort was from the state of Victoria 
who experienced an additional stay-at-home order July to 
October 2020 due to an outbreak in May, significant to 
the survey period.

Measures
Following demographic (variables benchmarked by 
the Australian Bureau of Statistics where possible), 
co-occurring mental illness (confirmed diagnoses, 
self-reported), ED treatment (e.g. general practitioner, 
psychologist, dietician, etc.) and items pertaining to the 
experience of ED prior to the pandemic (pre-pandemic), 
participants were asked to rate any change in ED symp-
tom they had experienced during the pandemic (within-
pandemic) (i.e., body image concern, food restriction/
dieting, binge/over-eating, etc.) and other pandemic 
experiences (i.e., quality of sleep, alcohol use, etc.) on a 
5-point Likert scale (i.e., increased a lot-decreased a lot) 
(Additional file  1). Participants were also asked about 
the impact of specific pandemic experiences, includ-
ing public health measures (i.e., positive, neutral, or 
negative). As no validated “pandemic impact” validated 
measure existed at the time, the survey was designed 
by a collaboration of researchers, clinicians, biostatis-
ticians, and peer researchers with lived experience and 
approved by ethics.

Participants completed three standardised measures: 
The Eating Disorder Examination – Questionnaire 6.0 
(EDE-Q) [27], a self-report measure used to assess pre-
sent-state ED psychopathology; The Depression Anxiety 
Stress Scale – 21 (DASS-21) [28], a set of three self-report 
scales designed to measure the negative emotional states 
of depression, anxiety and stress; and the UCLA Loneli-
ness Scale (Version 3) [29] to assess how often a person 
feels disconnected from others [30] (Additional file 2 for 
more detail).
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Statistical analyses
Data were cleaned and recoded for analysis using STATA 
Version 15 (StataCorp, College Station, TX, USA) and 
IBM SPSS Version 26. Descriptive statistics summarised 
the results with contingency tables, measures of central 
tendency and dispersion. A series of multivariate linear 
regressions were examined to infer statistical significance 
of the difference of validated measures between dichoto-
mous ED symptom change. Furthermore, inference of 
associations was examined with Pearson’s chi squared 
tests to explore dichotomous variables. An alpha level of 
0.05 was used for all statistical tests.

The online survey was widely promoted, and 2326 
people consented to the study. However, 474 people 
were considered non-starters and their missing data 
was not included in analysis as they discontinued in the 
early stages of the survey (by question 25 of a 117-ques-
tion survey) as per the following breakdown: 117 did 
not complete one question, 69 discontinued within the 
first five demographic questions, and 288 discontin-
ued prior answering questions relating to impact of the 
pandemic (question 25, primary outcome variable). In 
addition, 129 reported no ED diagnosis or symptoms 
past or present and so did not meet inclusion criteria. 
Therefore, 1723 people were considered active partici-
pants and included in the analysis. Due to direction 
from the approving Human Research Ethics Commit-
tee, all survey questions and formal measures were 
optional, so the n for each response is noted with the 
reporting of each statistical analysis reported in text, 
figures, and tables.

Results
Demographics
Of the 1723 participants, mode age was 24.9  years 
(age range collected), range 16–80  years, with 83.1% 
(n = 1431) under 30  years. The majority (97.2%) were 
assigned the female gender at birth (n = 1675, male 
n = 46, prefer not to say n = 2), with 91.6% (n = 1578) 
identifying as female. Forty-five participants (2.6%) 
identified as Aboriginal or Torres Strait Islander. Most 
participants lived in urban areas (81.5%), over half with 
their families (55.7%) or partner (16.4%), and 9.3% were 
parents. The cohort was well educated, with 40.9% hav-
ing graduated high school and an additional 51.9% higher 
qualification or degree, and 68.3% were in paid employ-
ment prior to the pandemic. Full demographics in Addi-
tional file  3. Potential seasonal and time related affects 
such as the month of completion of the survey were 
analysed and it was found there was no statistically sig-
nificant difference (p = 0.388) between the completion 
months on the EDE-Q Global Score.

Pre‑existing eating disorder illness factors
Thirty-nine percent (n = 679) self-reported a cur-
rent DSM-5 [25] eating disorder (ED) diagnosis, 20.1% 
(n = 346) a previous diagnosis, with 40.5% (n = 698) not 
having ever received formal diagnosis but self-identified 
ED symptoms. Additional file  3 shows the proportion 
of the sample by diagnostic group, the largest propor-
tion reporting a lifetime experience of Anorexia Ner-
vosa (AN) (42.3%). To note, participants could identify 
more than one diagnosis, with 33.1% identifying multiple 
diagnoses.

This cohort reported significant current eating disorder 
symptomatology. Of those who completed the EDE-Q 
(n = 1327), the mean EDE-Q Global Score was 4.08 
(SD = 1.19, range 0.06 to 6.00). Participants were asked 
to identify active ED symptoms they had been experienc-
ing just prior to the start of the pandemic (i.e., prior to 
March 1, 2020 labelled Current): 90.8% (n = 1565) body 
image concern, 75.5% (n = 1300) food restriction/dieting, 
55.6% (n = 958) over/binge eating, 25.0% (n = 430) self-
induced vomiting, 37.1% (n = 639) driven over-exercise, 
and 14.9% (n = 257) laxative or water pill misuse (multi-
ple responses allowed). Only 100 participants reported 
diet pill misuse but as reported increase in symptom was 
low for this group (n = 4), no further analysis was inter-
preted. Full data are presented in Additional file 4.

Participants reported a history of ED symptomatology 
for a mean (x) 9.28  years (SD = 8.45, range 1–53  years, 
Median 7 and Interquartile range 3–12  years). Prior to 
the pandemic, the vast majority (95.9%) reported expe-
riencing ED symptoms at least some of the time: 20.5% 
all the time, 45.0% most of the time, 16.4% half of the 
time, 14.0% some of the time, with 4.1% none of the 
time (but previously). Nearly half (47.9%) were receiving 
some form of ED treatment during the pandemic, 25.7% 
had received treatment in the past, and 26.5% had never 
received any treatment. To note, there was a significant 
difference between EDE-Q Global Score for those with a 
treatment history (x = 4.19, SD = 1.16) compared to those 
with none (x = 3.78, SD = 1.19), t(1265) = 5.58, p < 0.001. 
One hundred and twenty-seven participants had an inpa-
tient admission within the past twelve months, and an 
additional 168 reported an admission prior to that, repre-
senting 17.1% of the sample reporting receipt of inpatient 
care.

Pre‑existing co‑occurring mental health factors
Seventy-nine percent reported a current or lifetime 
co-occurring mental health condition: 71.1% obses-
sive–compulsive disorder, 70.9% anxiety, 55.2% depres-
sion, and 65.2% a history of self-harm, suicidal ideation 
or at least one suicide attempt (24.7% currently, 40.5% 
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previously), detailed in Additional file  3 (multiple 
responses allowed). Considering mental state within 
the week of baseline reporting, participants reported 
on average severe depression (x = 24.72, SD = 11.96), 
severe anxiety (x = 17.72, SD = 10.34) and moderate 
stress (x = 23.98, SD = 10.06) on the Depression Anxiety 
Stress Scale (DASS21) and elevated feelings of loneliness 
(UCLA Loneliness Scale: x = 54.54, SD = 12.10, range 
2–80 with a maximum of 80).

Impact of COVID‑19
Participants were asked about the direct impact of 
COVID-19 on themselves or an immediate family mem-
ber: 629 self-quarantined after being a close contact with 
an identified case, with 108 of that group falling physi-
cally ill with the virus. An additional 65 people were 
hospitalised, with 20 of those passing away. To note, 107 
participants declined to answer. Participants rated feel-
ings related to their experience of the pandemic overall 
on a visual analogue scale: Worry x = 38.93 [0 (very wor-
ried)—100 (not worried), SD = 24.94]; Fear x = 44.41 [0 
(very fearful)—100 (not fearful), SD = 25.23]; Confidence 
x = 41.91 [0 (not at all confident) – 100 (very confident), 
SD = 22.15]; and Hopefulness x = 43.25 [0 (not at all 
hopeful) – 100 (very hopeful), SD = 22.98], although wide 
variance is noted. Participants with higher scores on the 
EDE-Q Global Score, DASS and UCLA Loneliness, were 
significantly more likely to report more worry and fear, 
and less confidence and hopefulness, relating to their 
pandemic experience (Table 1).

Impact of COVID‑19 on eating disorder symptoms
Participants were asked to rate degree of change of ED 
symptoms at assessment (within pandemic) compared 
to before the pandemic (pre-pandemic). Presented in 
Fig.  1 (and Additional file  4) are responses by the total 
cohort and by subgroups dependent on whether the 
ED symptom was present pre-pandemic or not. As can 
be seen overall, there is a reported increase across most 
ED symptoms within pandemic: 88.0% of the total sam-
ple reported an increase in body image concern (67.2% a 
lot, 20.8% somewhat), 74.1% in food restriction/dieting, 
66.2% in binge/over-eating, 48.6% in driven/over-exercise 
and 25.4% in self-induced vomiting. Of the 1565 who 
reported body image concern as a current symptom prior 
to the pandemic, 90.5% reported an increase (70.3% a lot, 
20.2% somewhat), of the 1300 who reported food restric-
tion/dieting as a current ED symptom prior to the pan-
demic, 82.1% reported an increase, and of the 958 who 

reported binge/over-eating as a current ED symptom 
prior to the pandemic, 89.2% reported an increase.

Although applying to much smaller proportions of the 
cohort, reporting re-emergence and first-time emergence 
of ED symptoms during the pandemic was not uncom-
mon. As seen in Fig.  1, 59.3% of participants reporting 
previous (i.e., a lifetime ED symptom that was not active 
prior to the pandemic) body image concerns reported 
symptom return during pandemic. Similarly, 47.7% who 
reported lifetime food restriction/dieting, 47.2% binge/
over-eating and 40.5% driven/over-exercise reported re-
emergence of those symptoms. For some participants 
who reported they had never experienced (or the symp-
tom was not applicable) a particular ED symptom prior 
to the pandemic, they experienced it for the first time 
during the pandemic: 65.3% reporting increased body 
image concerns; 37.5% food restriction/dieting, and 
26.8% binge/over-eating.

Multivariate linear regressions were used to explore the 
relationship between change in ED symptoms reported 
during the pandemic with ED severity adjusting for demo-
graphics as potential confounders. For all ED symptoms, 
participants who reported an increase in ED symptoms 
during the pandemic (within pandemic) were significantly 
more likely to have a higher eating disorder severity score 
as indexed by the EDE-Q Global Score, for example, body 
image concern (Coefficient = 0.96; p < 0.001, 95% CI 0.77 
to 1.15) and food restriction/dieting (Coefficient = 0.61; 
p < 0.001, 95% CI 0.47 to 0.76) (Table 1).

Pearson’s chi-square test of independence with corre-
sponding relative risk (RR) and confidence intervals (CI) 
were performed to explore relationships between change 
in ED symptoms within pandemic with ED diagnostic 
status and ED treatment status (Table  2). The relation-
ships between ED symptom and presence of ED diagno-
sis were mixed, for example, participants with current ED 
diagnosis (39.4%) were 1.6 times more likely to report an 
increase in self-induced vomiting during the pandemic as 
those without diagnosis (RR 1.62; 95% CI 1.442 to 1.811), 
but 25% less likely to report an increase in binge/over-
eating (RR 0.75; 95%CI, 0.667 to 0.842). The relationship 
between ED treatment status (i.e., whether participants 
were engaged in active treatment or not) and ED symp-
tom change were also mixed. The 47.9% of the sample 
engaged in ED treatment were more likely to report an 
increase in self-induced vomiting (1.3 times), laxative 
and/or pill misuse (1.4 times) and driven/over-exercise 
(1.2 times), but 22% less likely to report an increase in 
binge/over-eating.
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Table 1 Changes in eating disorder symptoms and impact on mental health during the pandemic

Eating disorder symptom Formal measure n Coefficient SE t 95% confidence interval p

Body image concern EDEQ‑GS 1327 0.96 0.10 9.77 (0.77, 1.15) < .001
DASS Depression 1218 3.59 1.07 3.35 (1.49, 5.69) .001
DASS Depression 1191 2.53 0.93 2.72 (0.70, 4.35) .007
DASS Depression 1239 2.97 0.88 3.39 (1.25, 4.69) .001
UCLA Loneliness 1233 2.68 1.06 2.53 (0.60, 4.76) .012

Food restriction/dieting EDEQ‑GS 1327 0.61 0.07 8.37 (0.47, 0.76) < .001
DASS Depression 1218 2.62 0.79 3.33 (1.07, 4.16) .001
DASS Depression 1191 2.79 0.67 4.14 (1.47, 4.11) < .001
DASS Depression 1239 3.39 0.65 5.23 (2.11, 4.66) < .001
UCLA Loneliness 1233 2.06 0.79 2.62 (0.52, 3.61) .009

Binge/over‑eating EDEQ‑GS 1327 0.23 0.07 3.41 (0.10, 0.36) .001
DASS Depression 1218 1.52 0.71 2.15 (0.13, 2.92) .032
DASS Depression 1191 − 0.46 0.61 − 0.76 (− 1.66, 0.73) .448

DASS Depression 1239 0.38 0.59 0.64 (− 0.78, 1.54) .524

UCLA Loneliness 1233 1.66 0.71 2.32 (0.26, 3.06) .02
Self‑induced vomiting EDEQ‑GS 1327 0.65 0.07 8.80 (0.51, 0.80) < .001

DASS Depression 1218 4.49 0.78 5.74 (2.95, 6.02) < .001
DASS Depression 1191 4.03 0.67 6.02 (2.72, 5.34) < .001
DASS Depression 1239 2.68 0.66 4.07 (1.39, 3.97) < .001
UCLA Loneliness 1233 1.88 0.80 2.35 (0.31, 3.45) .019

Driven/over‑exercise EDEQ‑GS 1327 0.44 0.06 6.81 (0.31, 0.56) < .001
DASS Depression 1218 0.20 0.68 0.30 (− 1.14, 1.54) .767

DASS Depression 1191 1.74 0.58 2.98 (0.60, 2.89) .003
DASS Depression 1239 2.45 0.57 4.33 (1.34, 3.56) < .001
UCLA Loneliness 1233 0.75 0.69 1.09 (− 0.60, 2.10) .276

Laxative and/or pill misuse EDEQ‑GS 1327 0.64 0.09 6.89 (0.46, 0.82) < .001
DASS Depression 1218 3.93 0.97 4.05 (2.03, 5.84) < .001
DASS Depression 1191 4.06 0.83 4.89 (2.43, 5.69) < .001
DASS Depression 1239 2.73 0.81 3.36 (1.14, 4.33) .001
UCLA Loneliness 1233 5.75 0.97 5.90 (3.84, 7.66) < .001

Diet pill misuse EDEQ‑GS 1327 0.35 0.59 0.59 (− 0.81, 1.51) .555

DASS Depression 1218 5.03 5.93 0.85 (− 6.61, 16.67) .397

DASS Depression 1191 7.73 5.04 1.53 (− 2.16, 17.62) .125

DASS Depression 1239 0.02 5.00 0.00 (− 9.79, 9.83) .997

UCLA Loneliness 1233 4.08 6.02 0.68 (− 7.73, 15.90) .498

Pandemic experience Formal measure n Coefficient SE t 95% confidence interval p

Worried EDEQ‑GS 1326 − 0.18 0.07 − 2.52 (− 0.32, − 0.04) .012
DASS Depression 1217 − 2.92 0.75 − 3.88 (− 4.39, − 1.44) < .001
DASS Depression 1190 − 3.56 0.64 − 5.54 (− 4.82, − 2.30) < .001
DASS Depression 1238 − 2.81 0.62 − 4.49 (− 4.03, − 1.58) < .001
UCLA Loneliness 1232 − 2.44 0.76 − 3.22 (− 3.92, − 0.95) .001

Fearful EDEQ‑GS 1326 − 0.18 0.07 − 2.68 (− 0.31, − 0.05) .007
DASS Depression 1217 − 2.48 0.70 − 3.56 (− 3.85, − 1.11) < .001
DASS Depression 1190 − 3.40 0.60 − 5.71 (− 4.57, − 2.24) < .001
DASS Depression 1238 − 2.38 0.58 − 4.09 (− 3.51, − 1.24) < .001
UCLA Loneliness 1232 − 2.08 0.70 − 2.97 (− 3.46, − 0.71) .003

Confident EDEQ‑GS 1326 − 0.36 0.07 − 5.54 (− 0.49, − 0.24) < .001
DASS Depression 1217 − 5.25 0.68 − 7.73 (− 6.58, − 3.92) < .001
DASS Depression 1190 − 3.89 0.59 − 6.61 (− 5.04, − 2.73) < .001
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Relationship of mental state to eating disorder symptom 
change
Multivariate linear regressions were used to explore 
the relationship between ED symptom change during 
the pandemic with mental state (DASS-21) and loneli-
ness (UCLA Loneliness Scale) (Table 1). Higher DASS 
depression scores were associated with an increase in 
most ED symptoms within pandemic, such as for body 
image concern (Coefficient = 3.59; p = 0.001, 95% CI 

1.49–5.69), food restriction/dieting (Coefficient = 2.62; 
p = 0.001, 95% CI 1.07–4.16), and self-induced vomit-
ing (Coefficient = 4.49; p < 0.001, 95% CI 2.95–6.02) 
with a moderate to high effect size. Higher DASS anxi-
ety and stress scores were significantly associated with 
increased body image concern, food restriction/dieting, 
self-induced vomiting, driven/over-exercise and laxa-
tive and/or pill misuse. Finally, higher loneliness scores 

Table 1 (continued)

Pandemic experience Formal measure n Coefficient SE t 95% confidence interval p

DASS Depression 1238 − 4.40 0.57 − 7.76 (− 5.51, − 3.29) < .001
UCLA Loneliness 1232 − 4.60 0.69 − 6.68 (− 5.95, − 3.25) < .001

Hopeful EDEQ‑GS 1326 − 0.27 0.07 − 4.19 (− 0.40, − 0.15) < .001
DASS Depression 1217 − 6.06 0.67 − 9.09 (− 7.36, − 4.75) < .001
DASS Depression 1190 − 3.86 0.58 − 6.64 (− 5.00, − 2.72) < .001
DASS Depression 1238 − 3.59 0.57 − 6.36 (− 4.70, − 2.48) < .001
UCLA Loneliness 1232 − 4.33 0.68 − 6.34 (− 5.67, − 2.99) < .001

Victorian resident EDEQ‑GS 1327 − 0.03 0.07 − 0.41 (− 0.16, 0.10) .679

DASS Depression 1218 1.39 0.68 2.03 (0.05, 2.72) .042
DASS Depression 1191 − 0.87 0.59 − 1.49 (− 2.03, 0.28) .137

DASS Depression 1239 0.28 0.57 0.49 (− 0.84, 1.40) .624

UCLA Loneliness 1233 0.37 0.69 0.53 (− 0.98, 1.72) .595

Bold indicates statistical significance

n = subsample size; SE = standard error; CI = confidence interval; p = p‑value significant at p < .05; t = t‑statistic; EDEQ GS = Eating Disorder Examination Questionnaire 
Global Score; DASS = Depression, Anxiety, Stress Score; UCLA Loneliness = University of California, Los Angeles Loneliness Scale

Fig. 1 Changes in eating disorder symptoms during the pandemic compared to pre‑pandemic symptom status. IDK I don’t know (i.e., if symptom 
was of note), NA not applicable
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were associated with an increase in all ED symptoms 
except for driven/over-exercise.

Pearson’s chi-square test of independence with cor-
responding relative risks and confidence intervals were 
performed to examine the relation between the pres-
ence of at least one co-occurring mental health condition 
(79.0%) and change in ED symptom during the pandemic 
(Table  2). Participants who self-reported a current co-
occurring mental health condition were 1.1 times more 
likely to experience an increase in body image concern 
(RR 1.11; 95% CI 1.018–1.219) and food restrictions/
dieting (RR 1.07; 95% CI 1.006–1.135) within pandemic, 
noting modest effect sizes. Regarding the impact of the 
pandemic on other aspects of mental health: 87.5% of 
participants reported guilt over buying food, 69.3% a 
poorer quality of sleep, 50.3% increased alcohol use, 
34.5% increased use of prescription medication, 32.3% 
increased smoking and 31.7% increased recreational drug 
use.

Impact of public health measures
Presented in Table  3, most participants were negatively 
impacted by a variety of public health measures and 
pandemic experiences, for example, 83.0% were nega-
tively impacted from change in daily routine, 81.0% from 

restricted access to family and friends, 68.0% from social 
media reaction to the pandemic and 62.0% from news 
coverage. Multivariate linear regressions were used to 
explore the relationship between eating disorder severity 
as indexed by the EDE-Q Global Score and whether these 
experiences caused a negative impact, as opposed to a 
neutral/positive impact. There was a significant relation-
ship between higher EDE-Q Global scores in 12 out of 17 
experiences, such as promotion of exercise as an essential 
activity (Coefficient = 0.53, p < 0.001, 95% CI 0.41–0.65), 
change in daily routine (Coefficient = 0.48; p < 0.001, 
95% CI 0.32–0.65), availability of safe foods on meal 
plan, increased focus on cleaning/hygiene, and change in 
access to health professionals/treatment, to name a few.

Residents of the state of Victoria (45.6%) experienced 
stricter public health measures for most of the study 
duration so a comparison of impact was made to the 
rest of Australia. Current ED illness level as indexed by 
EDE-Q Global score (Coefficient = − 0.03; p = 0.679, 
95% CI − 0.16 to 0.10) was not significantly different for 
Victorian residents (Table  1), and the only significant 
ED symptom increase was for food restrictions/diet-
ing behaviour (RR 1.2; 95%CI, 1.07 to 1.38) (Table  2). 
While there was no significant difference in stress, anxi-
ety or loneliness, Victorian participants reported signifi-
cant difference from the rest of Australia for depression 

Table 3 Pandemic experience and impact on eating disorder index (N = 1723)

Pandemic experience Coefficient SE t p 95% Confidence 
Interval 

Overall impact of experience

Change in daily routine  0.48 0.09 5.67 <001 (0.32, 0.65)

Social media reaction to the pandemic  0.20 0.07 2.89 .004 (0.06, 0.33)

News coverage of the pandemic  0.08 0.07 1.19 .234 (– 0.05, 0.21)

Social distancing  0.02 0.07 0.36 .719 (– 0.11, 0.15)

Closure of fitness facilities  0.11 0.07 1.70 .090 (– 0.02, 0.24) 

Restricted access to support people  0.36 0.06 5.56 <.001 (0.23, 0.49)

Changes access to health 
professionals/treatment  0.40 0.06 6.21 <001 (0.27, 0.52)

Promotion of exercise as an essential 
activity  0.53 0.06 8.38 <001 (0.41, 0.65)

Working from home  0.16 0.07 2.50 .013 (0.04, 0.29)

Stockpiling of food  0.39 0.06 5.96 <001 (0.26, 0.51)

Availability of safe foods or foods on meal 
plan  0.49 0.06 7.61 <001 (0.36, 0.61)

Changes in access to supermarkets  0.29 0.07 4.34 <001 (0.16, 0.42)

Change to paid employment  0.14 0.07 2.05 .041 (0.01, 0.28)

Increased focus on cleaning/hygiene  0.41 0.07 5.90 <001 (0.28, 0.55)

Virus contamination  0.21 0.08 2.77 .006 (0.06, 0.36)

Home schooling children  0.19 0.10 1.93 .054 (0.00, 0.39) 

Racial discrimination  0.16 0.10 1.55 .122 (– 0.04, 0.37)

% of participants 

N, sample size; SE, standard error; CI, confidence interval; p, p‑value significant at p < .05; t, t‑statistic
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(Coefficient = 1.39; p = 0.042, 95% CI 0.05–2.72) to a 
large effect size.

Discussion
This work represents one of the only national studies to 
have captured the impact of the pandemic on this perva-
sive and sometimes life-threatening psychiatric disorder 
during the height of a unique global experience. This was 
a well-advertised online community observational sur-
vey inviting anyone with a lived experience of an eating 
disorder to participate with a large response rate of over 
1700 participants compared to other published studied 
to date. As might be expected for this population, 91% 
of the cohort identified as female. The cohort was over-
all skewed younger (mode 24.9  years) than other com-
munity studies [31], potentially due to the online nature 
and social media promotion of the study. Forty percent 
had never sought formal assessment for an eating disor-
der and 27% had never sought treatment, highlighting 
the importance of broad community-based recruitment 
for research to access those not engaged in the health 
system [32]. The community cohort reported a high level 
of ED symptomatology with mean EDE-Q global score 
comparable to expected norms for a clinical population 
(x = 4.02, SD = 1.28) and distinct from a non-clinical 
population (x = 0.93, SD = 0.86), [32], with Anorexia Ner-
vosa (17.1% current diagnosis, 19.4% previous diagno-
sis) being the most prevalent diagnostic group and body 
image concerns (90.8%) and food restriction (75.5%) the 
most pervasive symptoms.

As with emerging research [19, 23, 33], the hypothesis 
of the detrimental impact of the pandemic on the symp-
tomatology of people with a lived experience of an eating 
disorder was well supported here, with 88.0% of the total 
cohort reporting increase in body image concern, 74.1% 
an increase in food restriction/dieting, 66.2% in binge/
over-eating, 48.6% in driven/over-exercise and 25.4% in 
self-induced vomiting. For those reporting an ED symp-
tom present at pandemic onset, a stronger impact of the 
pandemic was found across all ED symptoms, with 90.5% 
of participants who reported body image concern prior 
to the pandemic reporting an increase during the pan-
demic through to 54.6% for laxative and/or pill misuse. 
For the subset of participants who reported resolved ED 
symptoms pre-pandemic, nearly half reported symptoms 
re-emerging during the pandemic, namely body image 
concern (for 59.3% of the subset), food restriction/diet-
ing (47.7%), binge/over-eating (47.2%), and driven/over 
exercise (40.5%), similar to reports of 41.9% of patients 
being treated for an ED experiencing a reactivation of 
symptoms [21]. There was a subset of people in every ED 
behaviour category that reported first-time emergence of 
that symptom during the pandemic, such as body image 

concern (62 out of 95 participants), food restriction/diet-
ing (65/120), and binge/over-eating (96/358) (Additional 
file 4), although these subsets were small compared to the 
proportion of the sample reporting a current experience 
of each symptom.

Overall, findings of global increase across all ED symp-
toms, whether present prior to the onset of the pandemic 
or not, are of clinical concern, particularly noting that 
over half of the cohort were not engaged in any form of 
treatment during the pandemic. The pandemic impacted 
those with more severe ED illness more significantly than 
those with less severe illness (Table 1), with increase in all 
ED symptoms associated with higher EDE-Q scores and/
or formal diagnosis (except for binge/over-eating). Cur-
rent treatment engagement related to less likely reporting 
of increased binge/over-eating but an increase in self-
induced vomiting, driven/over exercise, and laxative mis-
use, however those engaged in treatment did report more 
severe illness and likely more impact on symptoms due to 
the pandemic. Ongoing data collection to 6 months fol-
low up, including analysis of the relationship of type and 
intensity of treatment during the pandemic, particularly 
the role of telehealth, is ongoing and will provide insights 
into the effect of treatment on symptoms during the 
pandemic.

Co-occurring mental health conditions are prevalent in 
ED cohorts and evidence suggests can increase the risk of 
severe eating disorder psychopathology [34]. The cohort 
reported 79% having at least one co-occurring mental 
health condition and the presence of at least one co-
occurring condition was associated with increased body 
image concern and food restriction during the pandemic, 
with higher mental health states of depression, anxiety 
and stress significantly associated with an increase in 
most ED symptoms. Social isolation and loneliness are 
risk factor common to EDs [16] and has been predic-
tive of general psychiatric disorders during the pandemic 
especially in young women [35], a group in which EDs 
are common; in this study, higher reported loneliness was 
found to be significantly associated with all ED symp-
toms except for driven/over-exercise. Other indicators of 
declining mental health were reported, such as reduced 
sleep quality (69.3%) and increased alcohol use (50.3%). 
Sixty five percent of participants reported a history of 
self-harm and/or suicidal ideation or attempt, including 
a quarter in the 12 months prior to the pandemic. Given 
the association between EDs and self-harming behav-
iours [36] and escalating suicide risk due to the pro-
found psychological and social effects of the pandemic 
in general [37], people with a lived experience of an eat-
ing disorder need to be particularly aware of the risk of 
declining mental health during such times of stress and 
uncertainty.
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Even though only 10% of the sample reported a direct 
impact of the COVID-19 virus, namely themselves or 
an immediate family member becoming unwell, most 
reported high levels of worry and fear, and low levels 
of confidence and hopefulness associated with the pan-
demic. To curb viral spread, Australia’s public health 
response was profound, and the impact of public health 
measures and general pandemic experiences had a nega-
tive impact for most participants, more significantly for 
those with more acute ED illness, such as the impact of 
changes in daily routine, social media, and news cover-
age of the pandemic, and reduced access to social sup-
ports and health professionals and treatments. Negative 
impact of the intensity of public health measures (meas-
ured by the comparison of the participants residing in 
the state of Victoria to the rest of Australia) was only 
found for an increase in food restriction/dieting and a 
higher level of state depression. The overall public health 
response in Australia was timely, consistent, and compre-
hensive, so increased restrictions for Victorian residents 
5 months into the pandemic may have had minimal nega-
tive impact for study participants. In Australia, the pan-
demic itself has had a comparably mild impact compared 
to international standards yet a profound one for people 
with a lived experience of EDs, so it stands to reason that 
this population may be more at risk in those countries 
where the pandemic has more devastating repercussions.

Given the necessity for social distancing, online data 
collection was essential and therefore the self-report 
nature of observations without clinical validation of ED 
diagnosis or symptom severity is noted. A self-selected 
sample is open to selection bias, including only those 
who are motivated to participate in research. Another 
limitation was asking people retrospectively about their 
symptoms prior to the pandemic (pre-pandemic) and 
then at the time of the survey (within pandemic). While 
noted this is not as ideal as having baseline data col-
lected and retrospective recall bias may impact data, a 
large community cohort was not already engaged in eat-
ing disorder research prior to the onset of the pandemic 
that could have been utilised. Participants were asked 
directly about a range of symptoms as a validated meas-
ure did not exist at the time to access change due to the 
pandemic. However, high quality validated instruments 
with demonstrated good concordance with clinical pres-
entation were used and the elevated ED index indicates 
this sample as indicative of a clinical population consist-
ent with previous studies reporting high levels of body 
shape and weight concerns and eating disorder symp-
tomatology in the community [38]. Due to the rapid need 
for data collection within a critical timeframe, this study 
required a prerequisite of written and computer literacy 

in the English language which may have limited demo-
graphic diversity.

Conclusion
The Coronavirus pandemic has had a profound impact on 
the global community, with varied but concerted efforts to 
protect those most vulnerable from the infectious disease. 
Comprehensive public health response has flattened the 
viral spread curve, however the World Health Organiza-
tion warn of an accompanying mental health pandemic 
for generations to come requiring concerted action from 
Governments, communities and at risk individuals [6]. 
The current study presents the impact of COVID-19 pan-
demic on people with a lived experience of an eating disor-
der within the Australian population to highlight the risk, 
especially for those with higher severity of illness, those 
with co-occurring mental health conditions, and those not 
currently engaged in clinical care, which was over half of 
our sample. Only 25% of people actively seek treatment 
for an ED [4] with up to 70% never accessing any care 
[39], and, as in other mental illness, lack of contact with 
the health care system is a risk factor for deterioration, 
the development of chronic illness, and death [40]. Previ-
ous research have suggested eating disorder assessment 
and management is challenged within primary health care 
settings [12], so these findings highlight the importance 
of regular comprehensive mental health assessment and 
treatment across the health care system, especially for eat-
ing disorders, across the community presenting for care 
during this critical time. Increased awareness, screen-
ing, assessment, and an increase in the available options 
for treatment may well be needed to deal with the effects 
of the pandemic on this illness group and mental health 
more broadly.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s40337‑ 021‑ 00527‑0.

Additional file 1. COVID19 Impact Survey (extract).

Additional file 2. Standardised measures.

Additional file 3. Participant demographics and illness characteristics.

Additional file 4. Changes in eating disorder symptoms during the 
pandemic.

Acknowledgements
The authors would like to acknowledge and thank all the people with a lived 
experience of an eating disorder who shared their experience with us in this 
study. We acknowledge Dr Helen Dean for her contribution to designing the 
study survey, Daniel Rogers for his digital prowess, Claire Aird and Stephanie 
Boulet for publicity and promotion, Sydney Informatics Hub, a core research 
facility of the University of Sydney, for their technical assistance, all the organi‑
sations that assisted with recruitment, and InsideOut Institute, Central Clinical 
School, Faculty of Medicine and Health, for supporting this work.

https://doi.org/10.1186/s40337-021-00527-0
https://doi.org/10.1186/s40337-021-00527-0


Page 13 of 14Miskovic‑Wheatley et al. Journal of Eating Disorders            (2022) 10:9  

Authors’ contributions
The study was conceived by JMW, EK, RS and SM and HREC approval was 
managed by JMW and EK. The survey was designed by JMW, EK and RS and 
was approved by SM, JMW managed promotion and recruitment and EK 
managed online data collection. MK and EK conduced statistical analysis and 
the manuscript was prepared by JMW, EK, MK and SM. All authors read and 
approved the final manuscript.

Funding
This study did not receive external funding, rather it was conducted by the 
research team from the InsideOut Institute, University of Sydney, due to the 
unprecedented opportunity and recognised need.

Availability of data and materials
The data that support the findings of this study are available on request from 
the corresponding author. The data are not publicly available due to privacy 
and ethical restrictions.

Declarations

Ethics approval and consent to participate
The authors assert that all procedures contributing to this work comply with 
the ethical standards of the relevant national and institutional committees on 
human experimentation and with the Helsinki Declaration of 1975, as revised 
in 2008. This study was approved by the Human Ethics Review Commit‑
tee (Royal Prince Alfred Hospital Zone) of the Sydney Local Health District, 
Australia, protocol number X20‑0181. Participants gave informed consent to 
participate and could cease or withdraw at any time.

Consent for publication
Not applicable.

Competing interests
The study was conducted by the team at the InsideOut Institute, University of 
Sydney, of which Stephen Touyz (Editor‑in‑Chief of Journal of Eating Disorders) 
is a co‑Director.

Author details
1 InsideOut Institute, Central Clinical School, Faculty of Medicine and Health, 
The University of Sydney, Charles Perkins Centre, Camperdown, NSW 2006, 
Australia. 2 Sydney Local Health District, St Leonards, NSW, Australia. 

Received: 4 July 2021   Accepted: 19 December 2021

References
 1. World Health Organization. Coronavirus disease (COVID‑19) pandemic. 

2020. Retrieved from https:// www. who. int/ emerg encies/ disea ses/ 
novel‑ coron avirus‑ 2019.

 2. Scutelnic A, Heldner MR. Vascular events, vascular disease and vascular 
risk factors—strongly intertwined with COVID‑19. Curr Treat Options 
Neurol. 2020;22(11):1–6.

 3. Centre for Disease Control and Prevention. COVID‑19. 2020. Retrieved 
from https:// www. cdc. gov/ coron avirus/ 2019‑ nCoV/ index. html.

 4. Shah K, Kamrai D, Mekala H, Mann B, Desai K, Patel RS. Focus on mental 
health during the coronavirus (COVID‑19) pandemic: applying learn‑
ings from the past outbreaks. Cureus. 2020. https:// doi. org/ 10. 7759/ 
cureus. 7405.

 5. Usher K, Jackson D, Durkin J, Gyamfi N, Bhullar N. Pandemic‑
related behaviours and psychological outcomes; a rapid literature 
review to explain COVID‑19 behaviours. Int J Ment Health Nurs. 
2020;29(6):1018–34.

 6. Mohsen L. COVID‑19 and the need for action on mental health. United 
Nations Chronical; 2020.

 7. Winkler P, Formanek T, Mlada K, Kagstrom A, Mohrova Z, Mohr P, Csemy 
L. Increase in prevalence of current mental disorders in the context 
of COVID‑19: analysis of repeated nationwide cross‑sectional surveys. 

Epidemiol Psychiatr Sci. 2020. https:// doi. org/ 10. 1017/ S2045 79602 
00008 88.

 8. Torales J, O’Higgins M, Castaldelli‑Maia JM, Ventriglio A. The outbreak 
of COVID‑19 coronavirus and its impact on global mental health. Int J 
Soc Psychiatry. 2020;66(4):317–20.

 9. Touyz S, Lacey H, Hay P. Eating disorders in the time of COVID‑19. J Eat‑
ing Disord. 2020. https:// doi. org/ 10. 1186/ s40337‑ 020‑ 00295‑3.

 10. Currin L, Schmidt U. A critical analysis of the utility of an early 
intervention approach in the eating disorders. J Ment Health. 
2005;14(6):611–24.

 11. The Butterfly Foundation. Paying the price: the economic and social 
impact of eating disorders in Australia. 2012.

 12. Ivancic L, Maguire S, Miskovic‑Wheatley J, Harrison C, Nassar N. Preva‑
lence and management of people with eating disorders presenting to 
primary care: a national study. Aust N Z J Psychiatry. 2020. https:// doi. 
org/ 10. 1177/ 00048 67421 998752.

 13. Keel PK, Dorer DJ, Eddy KT, Franko D, Charatan DL, Herzog DB. 
Predictors of mortality in eating disorders. Arch Gen Psychiatry. 
2003;60(2):179–83.

 14. Morris J, Twaddle S. Anorexia nervosa. BMJ. 2007;334(7599):894–8.
 15. Arcelus J, Mitchell AJ, Wales J, Nielsen S. Mortality rates in patients with 

anorexia nervosa and other eating disorders: a meta‑analysis of 36 
studies. Arch Gen Psychiatry. 2011;68(7):724–31.

 16. Levine MP. Loneliness and eating disorders. J Psychol. 
2012;146(1–2):243–57.

 17. The Butterfly Foundation. COVID‑19: tips & advice for people with an 
eating disorder. 2020. Retrieved from https:// thebu tterfl yfou ndati on. 
org. au/ covid‑ 19.

 18. Jimenez‑Murcia S, Fernandezranda F, Raich RM, Alonso P, Krug I, 
Jaurrieta N, Alvarez‑Moya E, Labad J, Menchon JM, Vallejo J. Obsessive‑
compulsive and eating disorders: comparison of clinical and personal‑
ity features. Psychiatry Clin Neurosci. 2007;61(4):385–91.

 19. Phillipou A, Meyer D, Neill E, Tan EJ, Toh WL, Van Rheenen TE, Rossell 
SL. Eating and exercise behaviors in eating disorders and the general 
population during the COVID‑19 pandemic in Australia: initial results 
from the COLLATE project. Int J Eat Disord. 2020;53(7):1158–65.

 20. Termorshuizen JD, Watson HJ, Thornton LM, Borg S, Flatt RE, MacDer‑
mod CM, Harper LE, van Furth EF, Peat CM, Bulik CM. Early impact of 
COVID‑19 on individuals with self‑reported eating disorders: a survey 
of~ 1,000 individuals in the United States and the Netherlands. Int J Eat 
Disord. 2020;53(11):1780–90.

 21. Graell M, Morón‑Nozaleda MG, Camarneiro R, Villaseñor Á, Yáñez S, 
Muñoz R, Martínez‑Núñez B, Miguélez‑Fernández C, Muñoz M, Faya 
M. Children and adolescents with eating disorders during COVID‑19 
confinement: difficulties and future challenges. Eur Eat Disord Rev. 
2020;28(6):864–70.

 22. Haripersad YV, Kannegiesser‑Bailey M, Morton K, Skeldon S, Shipton N, 
Edwards K, Newton R, Newell A, Stevenson PG, Martin AC. Outbreak of 
anorexia nervosa admissions during the COVID‑19 pandemic. Arch Dis 
Childhood. 2021;106(3):e15.

 23. Castellini G, Cassioli E, Rossi E, Innocenti M, Gironi V, Sanfilippo G, 
Felciai F, Monteleone AM, Ricca V. The impact of COVID‑19 epidemic on 
eating disorders: a longitudinal observation of pre versus post psycho‑
pathological features in a sample of patients with eating disorders and 
a group of healthy controls. Int J Eat Disord. 2020;53(11):1855–62.

 24. Harris PA, Taylor R, Minor BL, Elliott V, Fernandez M, O’Neal L, McLeod 
L, Delacqua G, Delacqua F, Kirby J, Duda SN. The REDCap consortium: 
building an international community of software platform partners. J 
Biomed Inform. 2019;1(95):103208.

 25. American Psychiatric Association. Diagnostic and statistical manual of 
mental disorders. 5th ed. Am Psychiatric Assoc; 2013. p. 21.

 26. Australian Department of Health. Coronavirus (COVID‑19) restrictions. 
2020. Retrieved from health.gov.au

 27. Fairburn C, Beglin S. Eating disorder examination questionnaire. Cogn 
Behav Ther Eating Disord. 2008;309(13):309–13.

 28. Lovibond PF, Lovibond SH. The structure of negative emotional 
states: comparison of the Depression Anxiety Stress Scales (DASS) 
with the Beck Depression and Anxiety Inventories. Behav Res Ther. 
1995;33(3):335–43.

 29. Russell D. UCLC loneliness scale version 3 (description of measure). J 
Pers Soc Psychol. 1996;39(December):3–4.

https://www.who.int/emergencies/diseases/novel-coronavirus-2019
https://www.who.int/emergencies/diseases/novel-coronavirus-2019
https://www.cdc.gov/coronavirus/2019-nCoV/index.html
https://doi.org/10.7759/cureus.7405
https://doi.org/10.7759/cureus.7405
https://doi.org/10.1017/S2045796020000888
https://doi.org/10.1017/S2045796020000888
https://doi.org/10.1186/s40337-020-00295-3
https://doi.org/10.1177/0004867421998752
https://doi.org/10.1177/0004867421998752
https://thebutterflyfoundation.org.au/covid-19
https://thebutterflyfoundation.org.au/covid-19


Page 14 of 14Miskovic‑Wheatley et al. Journal of Eating Disorders            (2022) 10:9 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 30. Derrick B, White P. Comparing two samples from an individual Likert 
question. Int J Math Stat. 2017;18(3):1–13.

 31. Aardoom JJ, Dingemans AE, Op’t Landt MC, Van Furth EF. Norms and 
discriminative validity of the Eating Disorder Examination Question‑
naire (EDE‑Q). Eat Behav. 2012;13(4):305–9.

 32. Hart LM, Granillo MT, Jorm AF, Paxton SJ. Unmet need for treat‑
ment in the eating disorders: a systematic review of eating disorder 
specific treatment seeking among community cases. Clin Psychol Rev. 
2011;31(5):727–35.

 33. Branley‑Bell D, Talbot CV. Exploring the impact of the COVID‑19 
pandemic and UK lockdown on individuals with experience of eating 
disorders. J Eat Disord. 2020;8(1):1–2.

 34. Herzog DB, Eddy KT. Comorbidity in eating disorders. Annu Rev Eating 
Disord Part. 2018;1–2007(19):35–50.

 35. Li LZ, Wang S. Prevalence and predictors of general psychiatric 
disorders and loneliness during COVID‑19 in the United Kingdom. 
Psychiatry Res. 2020;291:113267.

 36. Franko DL, Keel PK. Suicidality in eating disorders: occurrence, cor‑
relates, and clinical implications. Clin Psychol Rev. 2006;26(6):769–82.

 37. Gunnell D, Appleby L, Arensman E, Hawton K, John A, Kapur N, Khan 
M, O’Connor RC, Pirkis J, Caine ED, Chan LF. Suicide risk and prevention 
during the COVID‑19 pandemic. Lancet Psychiatry. 2020;7(6):468–71.

 38. Hay P, Girosi F, Mond J. Prevalence and sociodemographic correlates 
of DSM‑5 eating disorders in the Australian population. J Eat Disord. 
2015;3(1):1–7.

 39. Dearden A, Mulgrew KE. Service provision for Men with eating issues in 
Australia: an analysis of Organisations’, Practitioners’, and Men’s experi‑
ences. Aust Soc Work. 2013;66(4):590–606.

 40. Demmler JC, Brophy ST, Marchant A, John A, Tan JO. Shining the light 
on eating disorders, incidence, prognosis and profiling of patients in 
primary and secondary care: national data linkage study. Br J Psychia‑
try. 2020;216(2):105–12.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	The impact of the COVID-19 pandemic and associated public health response on people with eating disorder symptomatology: an Australian study
	Abstract 
	Objective: 
	Methods: 
	Results: 
	Conclusions: 

	Introduction
	Method
	Design and setting
	Participants
	Australia’s COVID-19 public health response

	Measures
	Statistical analyses

	Results
	Demographics
	Pre-existing eating disorder illness factors
	Pre-existing co-occurring mental health factors
	Impact of COVID-19
	Impact of COVID-19 on eating disorder symptoms
	Relationship of mental state to eating disorder symptom change
	Impact of public health measures


	Discussion
	Conclusion
	Acknowledgements
	References


